INTRODUCTION
Injury to the common bile duct during cholecystectomy occurs in 0.1-0.2% of patients 1'2'3. Due to the increased surgical risk in the obese patient4'5, a nonoperative repair was performed.
The standard technique for percutaneous biliary drainage was unacceptable due to the poor visualization of the 22 gauge Chiba needle and the inability to visualize the nondilated intrahepatic biliary radicals with injection of contrat as the needle was retracted.
This modified technique involved placement of a nasobiliary tube through which the biliary ,system was opacified. Percutaneous access of the well visualized intrahepatic ducts followed, with an 18 gauge translumbar aortography needle. The needle provided the necessary length, rigidity and radiopacity for successfully accessing the biliary tree.
This case report emphasizes the importance of a combined effort between the endoscopist and interventional radiologist in the non-operative treatment of a patient who was at significant risk of complications related to surgery and general anesthesia.
CASE REPORT
The patient is a 19.7 kg., 29 year old caucasian male ( Figure 1) This is compared with a probable 0.1-0.2 percent bile duct injury during conventional cholecystectomy TM 5. As more surgeons perform laparoscopic cholecystectomy, the interventional radiologist will be involved more frequently in the management of common bile duct injuries. The laparoscopic biliary injury tends to be more serious than the open one, and this technique is unlikely to be applicable for permanent results. However, the method described can be used for placement oftubes in a number of such cases in the morbidly obese patient.
